the telescope is slow ly withdraw n. Figure B is a transnasal endoscopic view of the ostium of the right sphenoid sinus within the sphe noethmoid recess. The boundaries of the sphe noethmoid recess are the super ior turbinate laterally, the roof of the nasal cavity superiorly, and the nasal septum medially.' Notice that • Figure. Telescopi c views (0°4 rnrn). A: Poste rior end of the left middle meatus. B:Posterior end of the right nasal cavity. Note the sphenoid sinus ostium in the sphenoethmoid recess. C: An unusual view of the pos terior turb inate and the nasal septum. D: A unique view of both posterior nasal cavities in a patient with a large septal perforation. (NS = nasal septum. MT = middl e turbinat e. MM = middle meatus. IT = inferior turbinate. ST = superior turb inate. NP = nasopharyn x. LNW = lateral nasal wall. ET = eustachian tub e. IT = toru s tubarius, SM = superior meatus.)
the telescope is slow ly withdraw n. Figure B is a transnasal endoscopic view of the ostium of the right sphenoid sinus within the sphe noethmoid recess. The boundaries of the sphe noethmoid recess are the super ior turbinate laterally, the roof of the nasal cavity superiorly, and the nasal septum medially.' Notice that The utility of transnasal endoscopy in the diagnosis and surgica l managem ent of sinonasa l disease is well describ ed. ' A systematic approach to transnasal endoscop ic exa mination includ es a thorough eva luatio n of the structures at the posterior nasal cav ity. Figure A is a transnasal telescop ic view of the posterior end of the left middl e meatu s, with the middle turb inate visible superiorly and the inferior turbin ate inferiorly. A Lusk ball-tipp ed probe is in contac t with the region of the sphenopalatine foramen. Thi s site is the point of access in the endosco pic approac h to ligation of the sphenopalatine artery for posterior epistaxis.' A mucosal incision wo uld expose the sphenopalatin e neurovascula r bundl e at the upper end of the perpend icul ar plate of the palatine bone.
The posterior end of the middl e meatu s depicted in figure A is also a useful point of retrograde entry into the middl e meatu s if an anterio r approach to the middl e meatu s is obstruc ted-for exa mple, when a middl e turbin ate is deviated tow ard the lateral nasal wall. Sliding the telescope into the posteri or end of the middle meatu s between the middl e turbi nate above and the inferior turb inate below can facilit ate visualizatio n of the struc tures within the middle meatu s as the inferior aspect of the superior turbinate serves as the lateral border of the sphenoethmoid reces s. Obstruct ion of the sphenoid sinus ostium might therefore occur in the presence of polypoid disease of the superior turbinate. An important con sideration during endoscopic sphenoidectomy is the often-quoted distance of 7 ern from the nasal vestibule to the anterior face of the sphenoid sinus. One should remember that this distance is only an approximation, and it varie s from one individual to another. Familiarity with the anatomy at the sphenoethmoid recess should minimi ze the risk of a catastroph e from an inadvertent entry into the skull base or from an iatrogenic injury to the carotid artery or optic nerve within the lateral wall of the sphe noid sinus.
Sinon asal anatomy can be disorienting, and the posterior nasal cavity is no exception. Figure C is a transnasal telescopic view of the posterior end of the left middle turbinate. Not all structures that look alike are part of the same structure, so prope r orientat ion to the individual variability of each particular patient is important. This can be achieved by systematically moving from one known structu re to the next known structure. The nasal septum, middle turbinate, and the lateral nasal wall are all labeled in the figure, and withdrawing the telescope more anteriorly would provide a more familiar view of each structure.
Figur e D is a unique view of the posterior aspect of both nasal cavities in a patient with a large septal perforation. The nasal septum is situated at the midl ine of the figure. The superior, middle, and inferior turbin ates are all labeled.
Videograph y is a useful adjunct to tran snasal endoscopy. Figure s C and D demonstrate that proper identification of structures alon g the lateral wall can be difficult with a single snapshot view. Reviewing a telescopic examination captured on videotape prov ides continuous, moving images that allow the surgeon to rewind and fastforward to distinguish potent ially confu sing sinona sal anatomic configurations. Videography also provide s a complete record of diagnost ic endosc opy or therapeutic procedures that might be of educational value to medical students or physicians in training. The accelerated technologic advances in computer storage memory provide another medium with which telescopi c examinations can be recorded . 
Auto-inffation as a treatme nt of Secretory otitis med ia, A rch
Oto laryngo log y Head Surg. 1992; 118: 149 -154 .
Treatment for Negative Pressure and Otitis
The Otovent m ethod is designed to treat many of the complications associated with negative ear pr essure caused by Eusta chian tube dysfunction. 
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